THE DIVISION OF HEALTH OF MISSOURI

. Health
. " .
& Welfare FILED OCT 2 9 STANDARD CERTIFICATE OF DEATH STATE FILE N - -
Public 1957 1 1003 1
h Service Ragllhcmon District No ................. 3 Primary Roglsmmon Dls"ic' No. S Roglnmr s No. 543, _____
- 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. [f institution:-Residence bej ,u
5. 300 o. COUNTY o. STATE Mo b. COUNTY °di_ﬂiﬂi/°wﬁ“ . al
. 1-57 @ b. CIJRY (If outside corporote limits, give TOWNSHIP only) | Inside Limits . CITY inside Limits
TOWN Sta 1'01.119 MO. o Yes [] No[] Tg\EfN St. Louls Yes[[] Ne[]]
S r{g;#lp:r%grz (1 NOT in hospital, give location) | Length of stay in b d‘QSTREET (1 outside, give location) Reside on Farm
ADDRESS -
4 wstitution Jawish Hoslol 5T S 709 S, Skinker Yes [] Mo []
1. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
(Type or print) - OF
JULIAN SCHWANDER DEATH 10 11 57
5. SEX D 6. COLOR OR RACE| 7. nAu/tEoEgNEvsn marrieo] 8. DATE OF BIRTH 9. AGE L.i,:';;:;; ::‘p:ﬁu[i)::m 1;::05& z;:us.
male white wipowep[ ] pivorcen[ ] 1/11/96 &1 J
10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} / 12. CITIZEN OF WHAT COUNTRY?
i 1 king life, pven If retired) INDUSER
Whole BV trib. Anpliances Cincinnati Chio yZAYZ
132 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H_U‘SBAND_ OR WIFE
Jacob Schwander Sarah Auer . Stella Rubel Schwander
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY ND.| 17. INFORMANT Address .
Yas, no, or unk \ , give war or dotes of service’
(Yas, no, or mwﬂ)l( yos, give dat tew) u89_1u-5513 Stella R. Schwander’ 709 S| Skinker

INTERVAL BETWEEN

ONSET ﬁb EEATH

70 Yy .
[/4

18. CAUSE OF DEATH (Enter only one cause per lina for (a), (b}, and (c).}
PART I. DEATH WAS5 CAUSED BY:

IMMEDIATE CAUSE (a)

which gove rise to
abave cauvse (o),
stating the under-

lature in item 18. No symptoms will be listed.

Conditian, if any, } DUE TO- (b). *

- USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

] z lylng couse lawt. | DUE TO (c)
B I= PART II.!OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO wlated 1o the terminal diseass conditien given In PART I {o} 19. WAS AUTOPSY
3 s ‘ PERFORMED?
53 She a0l YEs() NORA®
.E - 21 20a. ACCIDENT - SUICIDE' HOMICIDE  -| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | oc.PART If of item 18.) -~
- = W
8 v a ] O
<3 2 '
° : Ui 20c. TIMEOF .Hour Month, Day, Year B
§ o2 2 INJURY o.m.
= § ¥ - pom.
£ _E 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g.,in or chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
¢ WHILE ATD NOT \VHILE'CI . farm, factory, street, office bldg., etc.} P Lo R,
ik AT WORK ;A - . .
¥ E 21. 1 ottended the decoosed EM.MG and last uw: alive on MLL
% g " Doath occumd at > l : fé % m on the date stated above; and 1o the bast of my knowledge, from the fouses stated
s 22s. SIGNATURE © (Degree or title) ] e 22b- ADDRESS : Z2c. QATE SIGNED
iz A byt M D N top i Ezceled . /éﬁz/g 2.
230 BURIAL, CREMATION, | z3b. DATE F 4 4 . 23c. NAME OF CEMETERY OR _CREMATORY " | 234. LOCATION (City, rawn, ar cousry) (smd -
‘REMOYAL {Specify) - - - ot -
remonal 10/14/57 . | Valhalla . 7.5 . . . st Lotis Co Mo,

24. FUNERAL DIRECTOR ADDRESS . . 25. DATE RECD._ BY LOCA'L- REG.l EGIST /! S Sl NATURE
Mayer 4356 Linde1l Blvd OCT 14 57

(Licensed Embalmer’s Statemant on Reveras Side} m&é




e 4 e R ——

‘= - - STATEMENT BY"L..ICENSED EMBALMER

i hereby certify that the body whose name is recorded on the reverse side of this certificate was em_balmed.

by me, orby ...... .................. e rerneanns eeereneeas ., Student Embalmer No. .........vcovvon...
working under my personal supervision. - -
Student .eeeeveveeeennrnnn. ORISR eeerenneens %& /M/Lﬂ

Signature of Student Embalmer

Licensed Embalmeér Noq:), 76[7/

p. .0' AddresW oﬁ‘fdﬁw e )

T - Note; The above MUST BE SIGNED BY THE LICENSED EMBALMER in-his OWN HANDWRITING (Fa:lure
to cornply with the above constitutes grounds for revocation of license).
- H embalmed by a. STUDENT he also shall sign in his OWN handwntmg
If this body is not emhalmed fact should be so stated above

i . - " - "




